Smmary This study examines the prognostic value of clinical assessments, including a 3-fold classification of cancer patients by treatment intention. It is based upon a sample of 253 patients with different cancer diagnoses who filled out a 108-item questionnaire. Cox regression analysis (the proportional hazards model) was used to analyse the relationship of the three groups of covariates (clinical, demographic and psychosocial) with survival. The univariate analysis showed that several clinical, demographic and psychosocial covariates are significantly related to survival. The study located two main prognostic factors: the 3-fold classification by treatment intention being the most important one, followed by physical functioning which may be seen as a proxy for performance status. Several additional covariates including psychosocial ones were related to survival when considered separately. However, their effects disappeared when controlling for treatment intention and physical functioning. Thus, the additional psychosocial covariates did not add to the prognostic value of the model.
Many cancer treatments used today are unpleasant and the burden they place on the patients may not be compensated for by a longer survival time (Baum et al., 1990) . Kaasa (1993) reports for instance, that it is not unusual to offer curative treatment to patients with inoperable non-small-cell lung cancer, for which the 5 year survival is 1-2% independent of treatment modality. So far, no agreement exists on a definition of curable or non-curable cancer diseases or how to treat the different patient groups (Kaasa, 1993) . Therefore, a well-established classification of the prognoses of the cancer patients is important both for decisions on treatment and for avoiding overtreatment (Henson, 1993) .
There are several reasons for classifying malignant tumours: diagnostic recognition, choice of therapy and to provide prognostic information for patients and their families (Fielding et al., 1992; Hermanek et al., 1990) . The classification most closely associated with prognosis is, according to Hermanek et al. (1990) , the anatomical extent or stage of disease, which is defined according to the T(umour) N(odes) M(etastasis) Classification of Cancer (UICC, 1992) . Although there is a good correlation between TNM and prognosis, the problem of prognosis assessment is not solved (Hermanek et al., 1989) .
The prognosis of a cancer patient does not depend only on the anatomical extent of the disease but also on tumourassociated, patient-associated and treatment-associated factors (Hermanek et al., 1989 (Hermanek et al., , 1990 ). The results from several studies have shown that the survival of cancer patients may be predicted by an assessment of prognosis (Hermanek et al., 1989; Chapuis et al., 1985) and also by prognostic-related factors such as: sex and age (Griffin et al., 1989) ; general symptoms (Kaasa et al., 1989) ; performance status, which may be viewed as representing physical status (Stanley, 1980) ; marital status (Ganz et al., 1991) ; psychosocial well-being (Kaasa et al., 1989; Spiegel et al., 1989; Pettingale et al., 1985; Greer et al., 1990; Greer, 1991) ; total quality of life scores (Ganz et al., 1991; Coates, 1993) ; and tumour-associated factors such as clinical or disease stage (Fielding et al., 1986; Kaasa et al., 1989; Griffin et al., 1989; Stanley, 1980; Freedman et al., 1979) . Some studies have not found any relationship between psychosocial aspects and the survival of cancer patients (Cassileth et al., 1985 (Cassileth et al., , 1988 (Cassileth et al., , 1991 Ringdal, 1995 (Zigmond and Snaith. 1983) . the Hopelessness Scale (HS) (Beck et al.. 1974) . questions about religiosity (Ringdal. 1994 ). questions about the economic situation. and sociodemographic background. The EORTC QLQ-C30 was selected as the main quality of life measure because it is multidimensional. cancer-specific. designed for self-administration and intended for application across a range of cancer diagnoses. The latter is of special importance in this study. because it covers patients u-ith different kinds of cancer diagnoses. Furthermore. the EORTC QLQ-C30 is also relatixely short and has been translated into different languages. The v alidity of the Norwegian version of the EORTC QLQ-C30 is documented in Ringdal and Ringdal (1993) . Since the EORTC QLQ-C30 onlyr includes two items measuring anxiety and two items measuring depression. we also included the Hospital Anxiety and Depression (HAD) scale with seven items measuring anxiety and seven items measuring depression. We chose the HAD scale because it is designed for use in populations of somatically ill patients. The Hopelessness scale was included in the questionnaire because several studies on the relationship between psychosocial characteristics and the survival of cancer patients have focused on hopelessness (Greer et al., 1990; Cassileth et al., 1985 Cassileth et al., , 1988 (Norusis and SPSS, 1993) . Cox regression, the proportional hazards model (Parmar and Machin, 1995; Yamaguchi, 1991) (HS) and a two item religiosity scale (Ringdal, 1994 Tables I and II . First, we used forward stepwise selection among the prognostic factors that were found to be statisticaly significant in Table I . This criterion included only treatment intention and physical functioning in the model. In the next step, we tried out the significant covariates from Table II . Only hopelessness and general quality of life were included in the model by the criterion of forward stepwise selection. In the final Cox regression analysis, we kept treatment intention and physical functioning in the model along with cancer type and age, and tested if hopelessness and general quality of life could be added to the model by forward stepwise selection. It turned out that none of them significantly improved upon the basic model. Thus, the final model displayed in Table III The adjusted relative risk of dying for those receiving palliative, symptom-preventive treatment is 6.6 and for those receiving palliative, symptom-relieving treatment the relative risk is 12.8, or close to 13 times higher than for the reference category, patients treated with curative intention. Patients with low physical functioning have an adjusted relative risk of 2.2 compared with the reference category, those with high scores on the physical functioning scale. Patients with medium physical functioning do not however, differ significantly from those with high physical functioning.
Finally, the survival functions for each of the groups by treatment intention and physical functioning, based on the final model with the remaining covariates set at their means, are presented in Figures 1 and 2 . There are three clearly distinct curves with the one for those treated with curative intention located far apart from the other two, indicating the far better chances for survival in that group. In Figure 2 the curve for the group with low physical functioning is clearly different from the two remaining groups, whose survival Ringdal and Ringdal (1993) . 
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The purpose of this paper has been to examine the empirical relationship between treatment intention and other prognostic-related factors such as clinical, demographic and psychosocial ones, and survival. The analyses indicate that treatment intention and physical functioning are the main prognostic factors in our heterogeneous population. The predicted relative risk of dying for patients receiving palliative, symptom-relieving treatment is 12.8, and 6.6 for those receiving palliative, symptom-preventive treatment, compared with those treated with curative intention. The patients with low scores on physical functioning have a relative risk of dying of 2.2 compared with those with high scores on the physical functioning scale. Several psychosocial factors were related to survival in the initial univariate analyses, but the relationships disappeared when controlling for clinical factors.
Stanley et al. (1980) found that initial performance status was the dominant prognostic factor for survival. Performance status in their study was measured by the Karnofsky Performance Rating, consisting of 10 ordered levels of physical impairment ranging from 100 (normal, no evidence of disease) to 20 (very sick, hospitalisation necessary) and 0 (dead) (Karnofsky et al., 1948) . Performance status overlaps substantially in content with the self-reported measurement of physical functioning in the EORTC QLQ-C30, and they are correlated (Aaronson et al., 1993) . Thus, our finding on physical functioning is consistent with the results of Stanley et al. (1980) , with the qualification that our study points at the classification into groups by treatment intention as the most powerful prognostic factor.
The research literature diverges on the question of whether psychosocial factors have prognostic value. Some studies are consistent with our negative findings (Cassileth et al., 1985 (Cassileth et al., , 1988 (Cassileth et al., , 1991 , while other studies have reported opposite results (Kaasa et al., 1989; Spiegel et al., 1989; Pettingale et al., 1985; Greer et al., 1990 ). The causal relationship of psychosocial factors to survival is also problematic. If any causal relationship exists, the causal direction may well be in the opposite direction with the gravity of the disease influencing the psychosocial factors.
The classification into three groups by treatment intention was found to be the most important prognostic factor in this study. This classification has the advantage of being applicable to all cancer patients regardless of diagnoses. Therefore, treatment intention as a prognostic factor seems well worth following up in future studies.
Our study has, however, some shortcomings. The clinical data are scarce. The registration of treatment history is rather superficial, and the classification only pertains to the present treatment, and no information was registered about the frequencies and amount of treatments. Neither was disease stage registered. However, our main goal was to test the hypothesis whether the classification of treatment intention was of prognostic importance. In-depth clinical information on each patient requires restricting the analysis to patients with identical diagnoses. Therefore, future studies in separate diagnostic groups are needed to further substantiate the prognostic value of the 3-fold classification of patients by treatment intention.
It would also be interesting to refine this 3-fold classification further. In another study from our group, a fourth category is proposed, called 'Life-prolonging treatment' (Kaasa et al., 1996) . It would be of great interest to perform a new study in patients only receiving non-curative treatment and assess whether the three treatment intention categories: life-prolonging treatment, palliative symptompreventive and palliative symptom-relieving treatment, would be of prognostic significance.
